The Professional Quality of Life (ProQOL) scale is one of the most widely used measures of compassion satisfaction and fatigue despite there being little publicly available evidence to support its validity. This study, conducted among a sample of 310 child protection workers, assessed the construct validity of this measure using confirmatory factor analysis (CFA) and bifactor modeling. The CFA failed to confirm the adequacy of the three-factor structure proposed by Stamm (2010). In response, a bifactor model postulating a factor structure with a general factor in addition to independent factors (compassion satisfaction, job burnout, and secondary traumatic stress) was proposed, highlighting the unidimensionality of the ProQOL while allowing for each subscale to be used separately. Moreover, this bifactor model of the ProQOL was moderately correlated with the Posttraumatic Disorder Checklist, r = −.427, p < .001, and strongly correlated with scales of well-being at work, r = .694, p < .001, and psychological distress at work, r = −.666, p < .001, thus supporting the ProQOL's convergent validity. No associations were found between the ProQOL and the Life Event Checklist, which supports the ProQOL's discriminant validity. Overall, the results indicated that compassion satisfaction and compassion fatigue represent higher and lower levels of the same construct rather than two different constructs. Researchers and clinicians could therefore compute a single score to rate professionals' individual levels of professional quality of life.
itself through symptoms similar to those found in posttraumatic stress disorder (PTSD) and burnout (BO; Bride, Radey, & Figley, 2007; Stamm, 2005) , CF has been shown to affect workers' cognition, emotions, behaviors, and even physiology (Berzoff & Kita, 2010) . In addition, clinicians experiencing CF have reported symptoms akin to those experienced by their traumatized clients (Bride et al., 2007) . Given these known consequences, it is important to develop tools capable of accurately assessing individuals in need of support. Stamm's (2010) Professional Quality of Life (ProQOL) instrument is one of the most popular tools available to measure CF. According to Stamm, over 200 published studies have used the ProQOL to assess CF since the measure's inception. Literature reviews on the subject confirm the popularity of the ProQOL as a research instrument (Cieslak et al., 2014; Watts & Robertson, 2015) . Yet despite the scale's popularity, the Pro-QOL's psychometric properties remain nebulous (Bride et al., 2007; Hemsworth, Baregheh, Aoun, & Kazanjian, 2018) , which is problematic for any researcher who wishes to study the concept further (Watts & Robertson, 2015) . More specifically, there is a need to clearly demonstrate that the ProQOL has adequate construct validity (Hemsworth et al., 2018; Watts & Robertson, 2015) . Construct validity has been defined as a unifying form of validity requiring the integration of different complementary sources of information (Simms & Watson, 2007) . This article details the results of an evaluation of the ProQOL's factor validity, internal consistency, and reliability, as well as convergent validity and discriminant validity.
The ProQOL framework as proposed by Stamm (2010) aims to explain the consequences of working as a "helper" to traumatized individuals. The term "helper" refers to psychologists, trauma therapists, social workers, nurses, disaster relief workers, and other professionals who are mandated to intervene with traumatized victims. Two broad overarching concepts in this framework are used to explain the work realities of helpers: CF and compassion satisfaction (CS). According to this framework, CF is composed of two subsets of symptoms: job BO and secondary traumatic stress (STS). Stamm (2010) defines BO as lingering feelings of hopelessness and fatigue that interfere with the ability to perform effectively at work. Symptoms of BO may include feelings of being trapped, overwhelmed, "bogged down," and unsatisfied by one's job. Workers who experience STS are described as being "preoccupied with thoughts of people one has helped. Caregivers report feeling trapped, on edge, exhausted, overwhelmed and 'infected' by others' trauma" (Stamm, 2010; p. 21) . Symptoms of STS may include fear, sleep difficulties, intrusive images, and avoiding traumatic narratives. Stamm insists that STS and BO are two distinct but related concepts: "[they] both measure negative affect but are clearly different; the BO scale does not address fear while the STS does" (pp. 13-14) .
The ProQOL framework, however, is not solely concerned with the negative consequences of helping others-it also seeks to capture the positive outcomes of care. Indeed, research has shown that not all caregivers inevitably experience CF (Søndenaa, Lauvrud, Sandvik, Nonstad, & Whittington, 2013) . For instance, using a representative sample of 532 selfidentified trauma therapists, Sprang and Craig (2015) found that overall, only 5.0% of their respondents were deemed to be at a high risk for CF. A possible explanation for these findings is that, as Stamm (2002) suggests, workers may develop CS instead of CF, for which CS refers to the pleasure one derives from helping others (Stamm, 2010) . Indeed, even under stressful conditions, working with this clientele can be highly rewarding (Voss Horrell, Holohan, Didion, & Vance, 2011) . For example, clinicians with higher levels of CS are also believed to be more resilient (Burnett & Wahl, 2015) . In addition, CS has been shown to be negatively correlated with both STS and BO (Burnett & Wahl, 2015; Stamm, 2010) .
The ProQOL scale is similar to other instruments currently available for measuring CF (Bride et al., 2007; Watts & Robertson, 2015) . The first instrument ever developed to measure CF was the Compassion Fatigue Self-Test (Figley, 1999) . This questionnaire was originally created by Figley (1999) based on his clinical knowledge and was designed to assess only CF (which he defined as PTSD developed due to indirect exposure) and BO. Initial investigations seemed to support the reliability and validity of the instrument (Figley, 1999) . Further adjustments to this measure and the inclusion of a third subscale, which measured CS, led to the creation of a new instrument under a different name: Professional Quality of Life scale (Pro-QOL). This latest measure was updated several times and is now in its fifth revision (ProQOL-5).
Although Stamm (2010) reported some indicators of discriminant validity in her manual, there is currently very little publicly available data to support the validity of the ProQOL-5 (Bride et al., 2007; Hemsworth et al., 2018) . Stamm (2010) reported small shared variance between CS and STS (r = .14; co-X = 2.0%; n = 1,187) and between CS and BO (r = −.14; co-X = 2.0%; n = 1,187) as well as a significant shared variance between BO and STS (r = .58; co-X = 34.0%; n = 1,187). In contrast, in their meta-analysis of the association between ProQOL's BO and STS subscales, Cieslak and colleagues (2014) concluded that studies that used the ProQOL-4 or ProQOL-related measures found significantly stronger associations between the two constructs (BO and STS) than studies that used different instruments (R 2 = .55 vs. R 2 = .34). They concluded that the estimated overlap of 55.0% suggests the two concepts are likely indistinguishable under the CF framework. Furthermore, Stamm (2010) reported good internal consistency for the subscales, with Cronbach's alpha values of .88 for CS, .75 for BO, and .81 for STS. Cieslak and colleagues (2014) reported alpha values ranging from .65 to .83 for BO and from .68 to .87 for STS in their meta-analysis. Alpha values for CS also appear to vary greatly from study to study. For example, some authors have reported an alpha value of .72 (Musa & Hamid, 2008) , whereas others have reported alpha values of .83 (Søndenaa et al., 2013) and .90 (Smart et al., 2014) . With regards to its internal structure, Sprang and Craig (2015) arrived at a final three-factor solution for the CF subscale-one for STS and two for BO-using an exploratory factor analysis with the ProQOL-4. They found the inverted items of the BO subscale were especially problematic (e.g., "I am happy") as they did not load onto any of the other subscales. Unlike Cieslak and colleagues (2014), Sprang and Craig's study provided support for a distinction between trauma-related symptoms and BO-related symptoms, but they nonetheless concluded, "the ProQOL-4 BO scale may need to be reevaluated for its validity" (Sprang & Craig, 2015, p.9 ). Hemsworth and colleagues (2018) also found these items problematic and suggested a complete revision of this subscale. Overall, it seems that the intended three-dimensional structure of the instrument cannot be easily reproduced. Recently, Stamm (2019) proposed that a composite score (i.e., combining all subscale scores into one general score) could theoretically be possible and clinically relevant. To the best of our knowledge, no researchers have attempted to do this thus far. In summary, although the scale has been widely used, there is currently not enough publicly available evidence to validate its use (Hemsworth et al., 2018) .
There are relatively few independent investigations of the ProQOL's validity (Heritage, Reese, & Hegney, 2018; Hemsworth et al., 2018) . The few studies that used factor analyses were conducted in hopes of validating the ProQOL-4 (Lago & Codo, 2013; Musa & Hamid, 2008; Palestini, Prati, Pietrantoni, & Cicognani, 2009; Shen, Yu, Zhang, & Jiang, 2015; Sprang & Craig, 2015) and ProQOL 5 (Dang et al., 2015; Galiana, Arena, Oliver, Sanso, & Benito, 2017; Hemsworth et al., 2018; Samson, Lecovich, & Shvartzman, 2016) in languages other than English. For example, using exploratory factor analyses, Musa and Hamid (2008) found only two dimensions of the ProQOL-4, with one assessing CS and the other CF (i.e., a combination BO and STS), but several items had to be discarded. In order to arrive at a satisfactory final solution, most authors have had to make several changes to the instrument. Some of the changes to the structure have been relatively minor and made in hopes of remaining culturally relevant or to preserving internal consistency (Dang et al., 2015; Shen et al., 2015; Sprang & Craig, 2015) . Some other changes, however, have been more problematic, such as switching items between the BO and STS dimensions to retain a three-dimensional structure (Lago & Codo, 2013; Palestini et al., 2009) . The most recent analysis on the subject concluded that the CS scale had sound psychometric properties but that nine out of 20 items had to be dropped from the CF scale to remain empirically valid (Heritage et al., 2018) .
In all, although previous studies have found the ProQOL-5 to be of interest for examining CF and CS, some of the scale's psychometric properties remain controversial, particularly its factor structure (Hemsworth et al., 2018) . Specifically, whether the covariances among the 30 items are best explained by a single factor or by two or three correlated factors remains unclear. Moreover, relevant alternative factor models have never been tested, particularly a bifactor model postulating a general professional quality of life factor (i.e., a continuum score). Given the current popularity of the ProQOL-5, it is imperative to clarify doubts regarding the scale's validity, particularly by comparing the adequacy of alternative factor structures.
The issues raised herein highlight important questions that have been thus far neglected by studies using the ProQOL-5 without prior validation. The aim of this study was to assess the construct validity of the ProQOL-5. First, the factor structure of the ProQOL-5 was assessed with confirmatory factor analyses (CFAs). Different alternative conceptually relevant models were tested (i.e., CFAs with one, two, and three factors; a second-order factor model; two bifactor models with two and three group factors). Second, the internal consistency and reliability were evaluated using omega coefficients, explained common variance, and percentage of uncontaminated correlations (Rodriguez, Reise, & Haviland, 2016) . Third, given the resemblance of STS symptoms to PTSD symptoms, convergent validity was assessed using a validated measure of PTSD. Convergent validity was also examined with a validated measure of well-being and distress at work, as the ProQOL reflects positive and negative outcomes of caring for others as a profession (Stamm, 2010) . Fourth, discriminant validity was assessed using a validated instrument of non-work-related traumatic events using a different time frame (e.g., childhood traumatic events).
Method

Participants
The sample included 310 child protection workers. All participants were French speaking and worked at the Montérégie's Youth Center located south of Montreal, Canada. Of these respondents, 46.5% were educators working in residential settings, 10.0% were educators working in the community with families, and 43.5% were human relation agents tasked with evaluation and follow-up services in the community. Of the 310 participants, 84.5% were women (n = 262) and 15.5% were men (n = 38). The mean age of participants was 35.75 years (SD = 9.83), 67.3% of participants worked full time, and on average, altogether, the sample reported a mean of 9.84 (SD = 7.84) years of experience in youth protection services.
Procedure
The current study was part of a broader research project aimed at assessing the impact of workplace aggression on child protection workers' adjustment. A randomized sample stratified by sex was recruited to achieve the purpose of this study. Participants who had not been in contact with the clientele in the year prior to survey completion and those on maternity leave were excluded from the recruiting process. Researchers were provided with a complete list of all child protection workers employed by the agency; they then sent invitations by email to those individuals who had been randomly selected to participate. The invitation email contained information on the study, the guarantee of anonymity, and a confirmation of the Montérégie's Youth Center's intention to have participants fill out the survey during working hours. Participants were asked to return their consent forms in order to receive a personal identification number that would give them access to the online questionnaire. Participants answered on a voluntary basis. Data collection spanned from November 2013 to July 2014. The valid response rate was 40.9%. Post-hoc comparisons were made between respondents and nonrespondents based on the institution's human resources data with regards to age, sex, work environment (residential vs. field work), and years of experience; no statistically significant differences were found. Ethics approval was obtained from a local university and child protection agency (Centre Jeunesse de Québec-Institut Universitaire et Université de Montréal, #CJQ-IU-2013-10).
Measures
Professional quality of life. The ProQOL-5 (Stamm, 2009 ) is a self-report instrument comprising three different 10-item subscales (BO, STS, and CS). Each item assesses how frequently in the last 30 days a respondent has experienced symptoms. Items are rated on a 5-point scale (1 = never to 5 = very often). We used the French version of the ProQOL-5, which was translated and promoted by Stamm (2009) and has been used previously (Thomas, Billon, Chaumier, Barruche, & Thomas, 2014) . The authors' own translation of the French version of the ProQOL-5 was translated back to English to confirm the accuracy of the first translation according to Brislin's (1980) method.
PTSD. The French version of the Posttraumatic Stress Disorder Checklist (PCL-S; Ventureyra et al., 2001 ) is a 17-item self-report measure based on criteria from the fourth edition (text revision) of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) (Weathers et al., 1993) . Respondents rate their symptoms in the past month on a Likert-scale ranging from 1 (not at all) to 5 (extremely). The PCL-S possesses good diagnosis validity as well as good psychometric properties (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996; Weathers et al., 1993) . The instrument presented good internal consistency within the present study, Cronbach's α = .90 (based on George & Mallery, 2003) and was used for convergent validity testing. Lifetime traumatic event exposure. The French version of the Life Events Checklist (LEC) for DSM-IV (Jehel, Brunet, Paterniti, & Guelfi, 2005 ) is a 16-item self-report measure that assesses lifetime exposure to potentially traumatic events. Respondents are given a list of event types and choose from the following responses for each: happened to me, witnessed the event, happened to someone close, not sure, and does not apply. The LEC has demonstrated adequate psychometric properties as a measurement instrument of exposure to traumatic events as well as convergent validity with measures that assess varying levels of exposure to potentially traumatic events and psychopathology related to traumatic exposure (Gray, Litz, Hsu, & Lombardo, 2004) . For the purpose of the main research project described in this study, researchers asked participants to limit their answers to non-work-related events (workrelated events were assessed using a more precise scale). On average, participants reported having personally experienced 1.43 (SD = 1.52) potentially traumatic events, witnessing 1.31 (SD = 1.66), and hearing about 2.07 (SD = 2.34) during their lifetimes.
Well
Data Analysis
Factor structure, internal consistency, and reliability. Four CFAs (i.e., each item loads in a single factor, with no cross loading allowed) were tested using Mplus (Version 8; Muthén & Muthén, 2017) . Out of 310 respondents, six did not complete the French version of the ProQOL-5, an additional four participants skipped two items, and 33 individuals skipped only one item; thus, 267 respondents had no missing data. Missing data were handled with full information maximum likelihood, in which missing values are not replaced or imputed but rather handled within the analysis model. We tested CFA models with one, two, and three factors, allowing correlations between factors. Moreover, a three-factor model with a second-order factor of CF, which combined BO and STS (reflecting Stamm's model [2010] ), was also used. Bifactor modeling was also used to assess the multidimensionality of the ProQOL-5. Bifactor analysis has been shown to complement traditional dimensionality analyses by allowing researchers to examine the utility of forming subscales and by providing an alternative to nonhierarchical multidimensional models for scaling individual differences (Reise, Morizot, & Hays, 2007) . A robust weight least square estimator (WLSMV) was used based on the polychoric correlation matrices. Specific factors of the bifactor models were restricted to be uncorrelated. Several fit indices were used to validate the adequacy of the model and data, as recommended by West, Taylor, and Wu (2012) . The indices correspond to the standards usually required for this type of model, meaning Tucker-Lewis Index and comparative fit index (CFI) values greater than .950 (Hu and Bentler, 1999) , a 90% confidence interval upper limit of less than .080 for the root mean square error of approximation (RMSEA), and a confidence interval of 90.0% (Steiger, 2007) . The internal consistency of the final model was tested with omega reliability coefficients (omega, omegaS, omegaH, omegaHS; McDonald, 1999; Reise, Bonifay, & Haviland, 2013; Revelle & Zinbarg, 2009 ). Explained common variance (Reise, Scheines, Widaman, & Haviland, 2013) and percentage of uncontaminated correlations (Bonifay, Reise, Scheines, & Meijer, 2015; were also used to judge the dimensionality of the bifactor CFA model. According to Gorsuch (1983) , the sample size (n = 310) was adequate for performing factorial analyses given his rule of 10 participants per item.
Convergent and discriminant validity. Pearson correlations were computed using R (Version 3.5) with the composite score of the PCL-S, the composite score for each subscale of the WBW, and the composite score of the PDW in order to test the convergent validity of the retained solution of the ProQOL. Scores from the PCL-S were only available for participants who had endorsed experiencing at least one event on the LEC (n = 71). Pearson correlations were computed with composite scores of each subscale of the LEC to assess discriminant validity. These analyses were also performed using the latent variables of the ProQOL-5 and the external variables.
Results
Descriptive Analysis of the ProQOL Items
Each subscale of the ProQOL-5 was computed according to Stamm's (2010) Supplementary  Tables) . Table 1 shows the goodness-of-fit indices for the different factor models obtained. The fit indices of the CFA one-factor, two-factor, three-factor, and second-order factor (i.e., with a combined CF factor) models showed an unsatisfactory fit to the data (e.g., Models 1-4). The best fit to the data was obtained using the bifactor CFA (BCFA) solutions. The BCFA with three group factors had a satisfactory fit to the data, as did the BCFA with two factors. As shown in Table 1 , the fit indices of these two models (Models 5 and 6) were essentially the same. Therefore, these two solutions were retained for further analyses.
Factor Structure
For both BCFA models, the majority of items loaded better on the general factor than on the CS factor (k = 8 for the threefactor [BCFA-3] and two-factor [BCFA-2] models; see Table 2 ). All of the CS items on the general factor had loadings that were statistically significant and higher than 0.30. In the two models, Items Q02 and Q05 clearly did not load onto the general factor but did load significantly onto the group factor. For the BCFA-3, four items of the BO factor loaded more strongly onto the general factor, whereas six items loaded more strongly onto the BO factor. Only Item Q08 had a factor loading on the general factor less than 0.30. For the BCFA-3 (i.e., Model 6), all of the STS items loaded more strongly onto the STS factor than onto the general factor. Only Items Q11 and Q25 had loadings higher than 0.30 on the general factor. For the BCFA-2 (i.e., Model 5), four items of the CF factor loaded more strongly onto the general factor, whereas 16 loaded more strongly onto the CF factor. Of the CF items, nine had loading factors less than 0.30 onto the general factor. Figure 1 illustrates all models tested. Table 3 illustrates the internal consistency of the two BCFA solutions. Omega values, which reflect true score variance and are the latent variable analog to coefficient alpha (Rodriguez et al., 2016) , were high for all factors. Thus, general factors and group factors for both models had high internal consistency. The high value of OmegaH for the general factor and its low value for group factors in both bifactor models suggested a unidimensional structure, with group factors reliably reacting stronger to the general factor than with their own group factors (Rodriguez et al., 2016) . The higher coefficient of the STS suggests that this specific factor tends to provide valid individual differences over and above that of the general factor. Explained common variance of both models was of .50, indicating that the general factor accounted for half the common variance. Similarly, the percentage of uncontaminated correlation was around .45 for both models, suggesting that almost half of the correlation matrices reflected the general factor. Given the factor structure .592 *** .301 *** .593 *** .301 *** Q12
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. and internal consistency and reliability results, the BCFA-3 (i.e., three group factors) was retained as the final model for subsequent analysis. Furthermore, this solution was retained as it approximated Stamm's (2009) original three-dimensional professional quality-of-life framework. As such, the general factor reflecting the ProQOL scale was computed and ranged from 30 to 150 (the Supplementary Materials detail the SPSS syntax of this scale). A low score represented a poor professional quality of life at work, and vice versa. Three subscales were also retained: (a) CS (score range: 10-50), on which a high score represents a high level of satisfaction; (b) BO (score range: 10-50), on which a high score represents a high level of BO symptoms; and (c) STS (score range: 10-50), on which high score represents a high level of STS.
Convergent Validity
Based on Cohen's (1992) effect size thresholds, the correlations between the ProQOL's general factor composite score and the PCL-S composite scores were moderate, r = −.427, p < .001. A High score on the PCL-S was associated with a lower score on the general factor. The correlations between the CS scale and the PCL-S were weak and negative. Correlations between BO and PCL-S were moderate and positive as were the correlations between the STS and PCL-S (see Table 4 ). The correlations between the ProQOL's general factor and WBW and PDW composite scores were large, r = .694, p < .001 for the WBW and r = −.666, p < .001 for the PDW. As such, the ProQOL's general factor was positively associated with the WBW and negatively associated with the PDW. Correlations between the ProQOL's general factor and subscales of the WBW were positive and ranged between medium and very large, whereas correlations between the ProQOL's general factor and PDW were negative and ranged between medium and large. When composite scores were used, there was a large, positive association between the CS scale and the WBW and its three subscales; a negative, moderate association between the CS scale and the PDW and its subscales; and a negative, moderate association between the BO subscale and the WBW and its subscales. Similar associations were found between the BO subscale and PDW and its three subscales when composite scores were used, and the same patterns were found with the STS scale. Similar associations between the ProQOL's general factor and its latent variables were found in terms of composite scores of the aforementioned instruments (see Supplementary Table 2 ).
Discriminant Validity
Additionally, Table 4 also shows the Pearson correlations between the ProQOL's general factor, CS, BO, and STS composite scores and the three selected scales of the LEC. None of the correlations was statistically significant. Similar associations were found between the ProQOL's general factor and its latent variable scores and LEC composite scores (see Supplementary  Table 2 ).
Discussion
The main objective of this study was to examine the construct validity of the ProQOL scale (Stamm, 2010) using a representative sample of child protection workers. A CFA failed to confirm the adequacy of the three-factor structure proposed by Stamm (2010) . However, a bifactor model postulating a structure with a general factor in addition to independent dimensions (i.e., CS, BO, and STS scales) showed an acceptable fit of the data. We also found that the general factor accounted for almost half of the common variance of the ProQOL, which suggests unidimensionality of the measurement instrument while also allowing researchers and clinicians to consider each subscale separately. In particular, the STS scale seems to provide valid scaling of individual differences beyond that of the general factor. Still, our analyses tend to suggest that a general factor of professional quality of life explained the largest share of the variance among the ProQOL. The composite score of the bifactor model remained well correlated with the PCL-S, WBW, and PDW, supporting the scale's convergent validity. The scale's discriminant validity was supported by its lack of association with the LEC. Several nuances, however, should be emphasized in order to guide future research and the use of the ProQOL. Bifactor modeling allowed for the validation of a structure comprising a general factor and three group factors (CS, BO, and STS). Therefore, this analysis supports the construct validity of the ProQOL and the theoretical underpinnings of the scale, albeit with a slightly different use than originally intended. Indeed, the results suggest that the instrument may be better suited to reflecting general professional quality of life via a general factor than reflecting separate constructs using scores from the three subscales, as was originally intended (Stamm, 2010) . However, the higher loadings of items on the BO and STS subscales suggest that in addition to considering a ProQOL's general factor, these subscales provide something attributable to their specific contribution, which means they could be used on their own. Although combining CS and CF scores on a continuum runs contrary to the scale's original intended use, doing so validates the theory proposed by Stamm (2010) . Indeed, BO and STS remain two different concepts that become the opposite of CS when merged. On her website, Stamm (2019) conceded, "BO and STS might be collapsed given that they are both statistically and theoretically correlated based on depression-type symptoms, but they retain unique values that separate the two, primarily the element of fear associated with STS." Thus, the findings of the current study confirm Stamm's (2010) theory but suggest changes to the way her concepts are measured.
As such, the present study may answer previous questions as to the dimensionality of the ProQOL (Cieslak et al., 2014; Hemsworth et al., 2018; Sprang & Craig, 2015; Watts & Robertson, 2015) . Specifically, this study bolsters what was reported by Mathieu (2007) , who suggested that the CF framework must be seen as a continuum rather than three different subconcepts measured separately. In the same vein, Geoffrion, Morselli, and Guay (2016) argued that the compassion framework should cover a response continuum of work-related stress ranging from fatigue to satisfaction, thereby reflecting the counterbalance of negative and positive outcomes. In other words, these authors refuted the idea that a helper can score simultaneously on CS and CF scales and suggested that these two concepts are not different but rather two opposite poles of the same construct. In all, the present findings validate the unidimensionality of the ProQOL-5, accompanied by specific residuals over and above the unique variance of the general dimensions.
Regarding internal consistency, the ProQOL's general factor and the three group factors were acceptable, which support its construct validity. Our results, therefore, only partially support previous findings reported by Hemsworth and colleagues (2018) and Heritage and colleagues (2018) , who validated the CS and STS scales but called for a review of the BO subscale. Once again, this may help shed light on the mixed results concerning the internal consistency of the three scales of Stamm's proposed ProQOL (Cieslak et al., 2014) . Moreover, it demonstrates that a composite score of the 30 items (i.e., the total for all three subscales) may be computed to assess professional quality of life among helpers. To summarize, the results of the ProQOL's retained bifactor structure depicted a latent structural model with a single general trait reflecting the target construct the instrument was designed to assess, as well as several orthogonal group factors that represent subdomain constructs and are presumed to arise due to clusters of content similar items (Rodriguez et al., 2016, p. 223) .
Convergent and Discriminant Validity
The statistically significant association between the Pro-QOL's general factor and group factors and the PCL-S was consistent with the association between these two concepts. Indeed, the ProQOL was theoretically designed to measure, in part, symptoms similar to those experienced with PTSD (Stamm, 2010) . Furthermore, the ProQOL's general factor and group factor composite scores converged with the WBW composite scale and its three subscales, showing a positive association between professional quality of life and psychological well-being at work. On the other hand, the statistically significant negative associations between the ProQOL and the PDW and its three subscales demonstrated that the ProQOL, also designed to measure BO symptoms, showed some agreement with an instrument designed to measure psychological distress at work. In all, our study supports the scale's convergent validity.
The absence of associations between the scales of the LEC (for non-work-related events) and the ProQOL's general factor and group factor composite scores support its discriminant validity. The same applies to the absence of associations between the scales of LEC and the ProQOL general factor. More specifically, it suggests that the main aim of the ProQOL, which is to assess professional quality of life, can be reached, as it does not correlate with potentially traumatic experiences encountered by an individual or an acquaintance outside of the professional sphere. In other words, these tests show that the ProQOL does not measure quality of life outside of work or work-related stress encountered prior to the assessment time frame, thus reinforcing its validity as a construct.
These findings support the construct validity of the ProQOL scale in its bifactor structure. Therefore, it appears that this instrument is an appropriate tool to assess helpers' professional quality of life, and, more specifically, that of child protection workers. Moreover, a general factor reflecting a continuum that ranges from low professional quality of life (i.e., CF) to high professional quality of life (i.e., compassion satisfaction) is an asset for clinicians in the measurement of work-related quality of life as it is easier to grasp, use, and calculate than a measurement consisting of multiple scores across multiple scales. Indeed, a composite score of the 30 items can be easily computed and interpreted (see the Supplementary Materials) . The use of a continuum ranging from CF to CS will undoubtedly help clinicians increase the accuracy of their clinical assessments. Yet, if needed, the bifactor structure still allows for individual scoring of CS, BO, and STS, as proposed by Stamm (2010) . Therefore, the proposed continuum is easier to understand and could potentially help improve the accuracy of assessments.
Despite its clear contributions, this study has some limitations that deserve mention. First, despite the use of a random sample, this sample is only representative of workers in child protection. Results could vary by work setting or professional identity (e.g., psychiatric nurses vs. community workers). These results should be replicated with other populations of helpers. Second, as with any self-reported measurement instrument, social desirability may have affected the response to different items (Moorman & Podsakoff, 1992) . Third, given its cross-sectional design, this study could not assess the fluctuations across time of the scores or test-retest validity. Fourth, criterion validity could not be assessed, as we had no variables that allowed the examination of outside criteria that would influence results of the ProQOL composite score. Fifth, although the concepts of CF and CS are culturally appropriate for this sample, only the French-language version of the ProQOL was validated. Finally, although our bottom and top score quartiles were very similar to those proposed by Stamm (2010) , it is important to replicate these results using the English and French versions and to compare the construct validity between the two versions with a measurement invariance analysis.
